We kindly thank the authors for the attention they made with respect to our study on scan protocols in trauma (1) , more specifically on their suggestion using bolus triggering for the split bolus protocol. The fundamentals for contrast medium administration are derived from Bae's review on contrast medium pharmacokinetics and associated contrast enhancement patterns and scan timing (2) . With respect to the patients' weight and related liver enhancement issue: we already shortly addressed this topic in the limitations section. The problem is that in emergency circumstances body weight cannot be obtained regularly. From the WAIST study in acute ischemic stroke we learned that body weight estimations are not known in half of these patients (3) . For i.v. thrombolysis, estimation errors occurred in 20-42% of patients. So, in trauma care weight-adapted protocols cannot guarantee a better result compared to fixed amount protocols.
The split bolus protocol combining arterial and venous enhancement for the evaluation of vascular and parenchymal injuries can be performed with different approaches. Three techniques exist: fixed delay; bolus triggering; and test bolus. We do agree that in normal circumstances a bolus triggering or test bolus technique potentially can result in a very good arterial enhancement, as has been shown for different indications (4, 5) . However, in emergencies like trauma care they have a significant disadvantage: planning takes time, and in trauma, time ¼ life. We know that, for example, in bleeding abdominal trauma chances of survival decreases by 1% for every 3 min wasted to emergency laparotomy (6) . This underlines the difference between general and emergency radiology work flow: in the first radiological quality is the only factor and time for acquiring an optimal scan is granted. However, in trauma other factors interplay with this: time pressure and the way technicians can deal with that. In trauma it is of paramount importance to produce a reliable scan in a timely fashion. Failure to do so is not acceptable. In other words, the protocol should be robust, both during the day and at night. It thus depends on the local and clinical situation, and whether time-consuming planning procedures are possible. Organizational factors are important: when a small, dedicated group of technicians who are used to working 24/7 in difficult situations are performing all scans, planning delays probably could be not that severe. However, if the local situation is organized in such a way that a large group of technicians with variable capacities and experiences covers the on and off hours, chances of errors will be higher. In our opinion, for these circumstances a simple and robust split bolus protocol with fixed delay as described in our study would be preferable.
